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Dear  Employer: 

The  Employer's  Guide  to  Workers'  Compensation  has  been 
compiled  by  the  Department  of  Industrial  Accidents  to  assist 
Massachusetts  employers  in  their  dealings  with  workers' 
compensation.  The  purpose  of  this  guide  is  to  assemble  in  one 
publication  all  the  information  an  employer  in  Massachusetts 
needs  in  order  to  comply  with  the  insurance  and  reporting 
requirements   of  workers'    compensation  law. 

Included   in   this   guide   are   sections  on: 

Who  must  be  covered. 

What   injuries  must  be  reported. 

How  to   fill   out   report   forms . 

The  reporting/claim  process   -   from  injury  to 
adjudication. 

Why  employers  receive  violation  notices,  and  how  to 
appeal  them . 

Managing  your  injuries . 

Questions  and  Answers. 

You  will  find  the  most  current  reporting  forms  and  a 
notice  to  employees  poster  at  the  back  of  this  guide.  This 
guide  will  be  updated  regularly  and  has  been  three-hole  punched 
for  insertion  in  a  binder  for  easy  reference.  The  Department 
welcomes  comments  and/or  suggestions  on  information  to  add  in 
upcoming  revisions. 

Suggestions   and   comments    should  be   sent  to: 

Public   Information  Office 
Department   of   Industrial  Accidents 
600   Washington   Street;    Seventh  Floor 
Boston,    MA  02111 


Publication  #  16,274  -  24  pgs  -  75000  cps.  4/90  CR 
Approved  by:  Ric  Murphy,  State  Purchasing  Agent 


Designed  and  Printed  by:  Central  Reprographics  -  Department  of  Procurement  &  General  Services 


EMPLOYER'S     GUIDE     TO     WORKERS'  COMPENSATION 


Employers  in  Massachusetts  have  certain  obligations  under 
Massachusetts  General  Laws,  Chapter  152,  the  Workers'  Compensation 
Act.  This  guide  outlines  employers'  requirements  for  compliance 
with  the  law.  The  Department  of  Industrial  Accidents  administers 
workers'  compensation  within  the  commonwealth;  its  public 
information  section  can  be  called  at  1-800-32  3-324  9  (Within 
Massachusetts),  or  617-727-4300.  Information  may  also  be  obtained 
by  calling  the  regional  offices  in  Lawrence  (508-683-6420) , 
Fall  River  (508-676-3406),  Worcester  (508-753-2072)  and 
Springfield   (413-736-0366) . 

INSURANCE  REQUIREMENTS 

All  employers  in  Massachusetts  are  required  by  state  law  to 
carry  workers'  compensation  insurance  covering  all  employees, 
including  themselves  if  they  are  employees  of  their  own 
company.  The  law  states  that  certain  groups  of  workers  are 
excluded;  these  groups  include  seamen,  some  professional  athletes, 
door  to  door  salespersons  working  exclusively  on  commission, 
and  operators  of  leased  taxicabs.  While  the  law  states  that 
the  coverage  of  seasonal,  casual  or  domestic  servants  working 
less  than  16  hours  per  week  is  elective,  the  Office  of 
Insurance  strongly  recommends  obtaining  coverage  for  such 
employees . 

Sole  proprietors  of  an  unincorporated  business  generally  cannot 
obtain  workers'    compensation   insurance  on  themselves,  unless 
they  incorporate. 

Employers  operating  without  insurance  are  subject  to  civil 
fines  and/or  criminal  penalties,  including  imprisonment,  and 
are  subject  to  a  STOP  WORK  order  issued  to  their  business. 
Under  M.G.L.  Chapter  152,  Sec.  25C,  civil  fines  can  be  up  to 
$250  a  day,  and  criminal  penalties  include  a  fine  of  up  to 
$1500,    imprisonment   for  not  more  than  a  year,    or  both. 


Employers  must  notify  every  employee  of  their  insurance  carrier. 
This  is  done  by  posting  a  notice  in  the  workplace.  A  sample 
notice  is  included  in  this  guide,  and  can  be  removed  and 
copied.  The  investigation  division  of  the  Office  of  Insurance 
inspects  businesses  for  proper  posting  of  this  information. 
Those  found  in  violation  will  be  subject  to  a  fine  of  ONE 
HUNDRED  DOLLARS. 

INJURY     REPORTING  REQUIREMENTS 

There  are  two  different  forms  required  for  reporting  injuries. 
Form  101,  Employers1  First  Report  of  Injury,  must  be  submitted 
to  the  Department  of  Industrial  Accidents,  the  insurance 
carrier  and  the  employee,  when  an  injury  or  illness  results 
in  the  loss  of  five  scheduled  days  of  work.  This  report  must 
be  sent  to  the  Department  within  five  days  after  the  employee 
has  lost  his/her  fifth  day  of  work  from  the  accident;  you 
should   not    count    Sundays   and   legal  holidays. 

Submission  of  a  Form  101  does  not  constitute  an  admission  of 
liability.  Failure  to  file  the  First  Report  in  accordance  with 
the  time  frame  mandated  by  law  will  result  in  a  fine  for  each 
violation. 

The  Department  of  Industrial  Accidents  will  accept  only  original 
forms .    Photocopies   will   not   be   accepted,    The   five   lost  days 
of   work   do   not   have   to   be   consecutive,    but   the    report  must 
be    sent    when    a    total    of    five    work    days    have   been  missed. 

If  an  employee  does  not  report  the  accident  to  you  right  away, 
for  example  if  they  are  out  of  work  for  three  weeks  and  when 
the  return  they  claim  that  they  missed  work  due  to  an  injury 
on  the  job,  you  should  file  the  Form  101  right  away.  Be  sure 
to  report  the  date  the  injury  was  actually  reported  to  you  in 
block  39  of  the  form  so  that  your  company  will  not  be  fined 
for    failing   to    file   the    report   within   the   statutory  limits. 

An  injured  worker  becomes  eligible  for  weekly  compensation/ 
indemnity  benefits  when  they  have  been  disabled,    due  to  an 


injury  or  illness,  for  five  calendar  days  (days  do  not  have 
to  be  consecutive) .  However,  the  employer  is  not  obligated  to 
submit  a  First  Report  of  Injury  (Form  101)  to  the  DIA  until 
the   employee  has  missed  five    scheduled  work  days . 

Form  102,  Employer's  Quarterly  Report  of  Injuries,  should  be 
used  to  report  all  injuries  which  result  in  at  least  one  lost 
work  day  but  fewer  than  five  lost  work  days.  This  must  be  filed 
within  thirty  days  of  the  end  of  each  calendar  quarter  (March 
31,  June  30,  September  30,  and  December  31) .  Form  102  does  not 
have  to  be  filed  if  there  are  no  reportable  injuries  or 
illnesses   within   the  quarter. 

Injuries  which  result  in  less  than  one  day  of  lost  work  and/ 
or  just  a  medical  claim  should  be  reported  to  the  insurance 
carrier  only. 

HOW    TO    FILL    OUT    A    FIRST    REPORT    OF  INJURY 

The   employer   should   fill   out    all   of   the  boxes   on   this  form, 
but   those   listed  below  are  particularly   important    to  getting 
your  first   report  accepted  by  this  department.    If  you  have  any 
questions,    please    call    our   public    information  office. 

There  are  many  boxes  on  this  form  that  have  been  included 
because  of  the  information  needs  of  our  Department,  your 
insurance  company  or  other  employers  (i.e.  Box  #24  OSHA  case 
file    number,    Box    #    30    Employer   Location    Code) . 

Box   #1-  Please   print    or   type   the   employee's    las  t   name , 

first    name   and   middle    initial    as    you   know  it. 

Box   #2-  Please  print  or  type  the  employee's  current  home 

telephone  number. 

Box   #3-  Please  print  or  type  the  nine   (9)   digit  employee's 

social  security  number.  Disclosing  this  number  is 
voluntary,  but  it  helps  the  DIA  keep  more  accurate 
employee  records. 


Please  print  or  type  the  employee's  current  full 
home  address. 

Please   print    or   type   your   full   business  name. 
Please   try   to   be   consistent    in   all    of  your 
filings   with  us. 

If  you  are  a  licensed  Self --Insured  Company  in 
Massachusetts,  please  check  yes  in  box  #16  and 
write   your   license   number    in   Box  #17. 

Please  print  or  type  your  full  business  address 
that  the  Department  will  use  to  correspond  with 
you.  Please  try  to  be  consistent  in  all  of  your 
filings   with  us. 

Please  print  or  type  the  exact  two  (2)  digit  code 
number  from  the  chart  on  the  back  of  the  form 
that  best  describes  the  main  product  your  business 
produces  or  the  service  or  type  of  business  that 
your    firm   is    engaged  in. 

Please  print  or  type  the  name  of  your  Workers 1 
Compensation  Insurance  Carrier  (the  firm  that 
writes  the  actual  policy) .  This  is  not  the  agent 
from  whom  you  bought  the  policy  or  the  independent 
adjustor,  but  the  company  that  actually  pays  the 
benefits  to  your  workers.  Please  look  at  your 
policy   for   this   company's   name   and  address. 

Please  print  or  type  the  date  that  the  injury  or 
illness  was  reported  or  alleged  to  you  as  having 
happened  by  any  source    (including  the  employee's 
legal  representative) . 

Please   print   or   type   the   date   of   any  fatality 
that  has  happened  while  the  employee  was  on  the 
job . 


Box   #31-  The    first    lost    work   day    is    the    first    day  that 

the   employee    lost   more   than    four    (4)    hours  of 
work.   Please  check  Yes  if  the  employee  lost  four 
or  more  hours  of  work  on  the  date  of  the  reported 
incident . 

Box   #32-  If  the  answer  in  this  Box  is  No,   then  DO  NOT  use 

or    file   this    report   with   the  Department. 

Box   #33-  Please   print    or   type   the    first   work   day  (more 

than  four  (4)  hours)  that  the  employee  lost  be- 
cause  of   this    alleged   injury   or  illness. 

Box   #34-  Please  print  or  type  the  fifth    (5)    lost  work  day 

that  the  employee  had  because  of  this  alleged  in- 
jury  or  illness. 

Box   #36-  Please  print  or  type  the  title  of  the  occupation 

of   the   injured  worker. 

Box   #39-  If  the  injury  is   reported  to  you  AFTER  the  date 

that  it  happened,  please  print  or  type  that  date 
here . 

Box   #40-  Please  print  or  type  the  type  of  injury  or  ill- 

ness . 

Box   #41-  Please   print    or   type   the   nature   of   the  injury 

or  illness  from  the  codes  printed  on  back  of  the 
form.  You  may  have  more  than  one  type  of  illness 
or   injury   from  an  accident. 

Box   #42-  What   body   part   has   been   injured   or  affected? 

Box   #43-  Please  print  or  type  the  body  part  that  has  been 

affected  from  the  codes  on  the  back  of  the  form. 
You  may  have  more  than  one  part  of  the  body  af- 
fected from  an  injury  or  illness  but  the  type  of 
injury   or    illness    listed    in   Box    #41     (a.)  MUST 


match  the  body  part  listed  in  Box  #42  (a.)  and 
so   on . 


Box  #49- 


Please   print   or   type   your  name. 


Box  #51- 


Please   sign   your  name. 


Box  #52- 


Please   date  this  form. 


WHAT    TO    DO    WITH    THE    FORM  101 


YOU  SHOULD  MAKE  THREE  (3)  COPIES  OF  THIS  FORM.  MAIL  THE  ORIGNAL 
101    FORM    (RED    IN    COLOR)  TO: 

Department   of   Industrial  Accident   -  Department  101 
600   Washington   Street    -   7th  Floor 
Boston,    MA  02111 

One   (1)    copy  MUST  be  given  to  the  employee,   one   (1)   copy  should 
be  mailed  to   your   insurance   company  and  you   should  keep  one 
(1)    copy   for   your  records. 

If  the  Form  101  you  submit  is  rejected  and  returned  to  you: 

If  additional  information  is  required,  add  the  information  to 
the  rejected  form  and  resubmit  that  form.  If  a  new  form  is 
filled  out,    include  a  copy  of  the  date-stamped  rejected  form. 


#1.  The  employer  does  not  know  of  the  requirement  to  report 
certain  injuries  to  the  DIA,  and  files  only  with  their 
insurance   agent   or  company. 

#2.  The  employer  believes  that  by  filing  with  their  insurance 
agent  or  company  that  they  have  met  their  legal  obligation 
to    file   with   the  state. 


TOP     FIVE     REASONS     EMPLOYERS  RECEIVE 
A    FIRST     REPORT     VIOLATION  NOTICE 


#3.  Insurance  companies  mistake  the  fifth  lost  disability  day 
with  the  fifth  lost  work  day  thereby  triggering  a  fine 
on   the  employer. 

#4.    Employers    receive   a    form  back   from  the   Department  and 
never  bother   to    refile   the  form. 

#5.    We  make   a  mistake. 

HOW    TO    APPEAL  AN 
EMPLOYER 1 S     VIOLATION  NOTICE 

The    Department    of    Industrial    Accidents     is    under    a  legal 
obligation  to  fine  those  employers  who  have  not  filed  a  correct 
First    Report    of    Injury      with    us     in    accordance    with  the 
statutory  limits. 

If  you  should  receive  from  the  Department  an    Employer  Injury 
Report  Violation  Notice   and  feel  that  it  is  not  deserved,  here 
are   the   easy    steps    to   take   to   appeal  it: 

STEP    1:    Please   state    in   a   letter   the    reasoning  behind  your 
belief  that  you  are  not  liable  for  this  fine.   You  must  do  this 
within     thirty   (30)   days     from    the     date     of     the  Violation 
Notice.  You  do  not  have  to  pay  if  you  appeal  the  fine.  Include 
all  RELEVANT  information  and  a  copy  of  the  Violation  Notice. 

STEP  2:  Wait  for  the  Department's  response  to  your  appeal.  The 
Department  will  conduct  an  individual  administrative  review  of 
your  appeal.  This  means  that  we  will  conduct  research  and/or 
pull  the  original  forms  from  our  files  and  confirm  the  original 
issuance  of  the  fine.  The  Department  does  make  mistakes  and 
will    readily   admit   to   making  them. 

We  will  notify  you  of  the  result  of  this  administrative  review. 

STEP  3:  If  you  are  not  satisfied  with  the  result  of  this 
administrative  review,   you  have  the  right  to  request  a  formal 


hearing  before  the  Department  within  fourteen  (14)  days  of 
receiving  our  decision.  You  will  be  notified  of  the  date,  time 
and  place   of   this  hearing. 

Otherwise,  the  fine  payment  is  due  within  fourteen  (14)  days 
of  receipt  of  the  administrative  review.  Only  one  administrative 
review   is   allowed   for   each  violation. 


THE     CLAIMS/INJURY     REPORTING  PROCESS 

Here  is  additional  information  summary  on  the  step  by  step 
procedures   for   claims  processing  and  adjudication. 

STEP  1 

When  an  employee  misses  five  days  due  to  an  industrial 
injury/illness,  the  employer  must  file  a  Form  101  with 
the  Department  of  Industrial  Accidents  and  the  company's 
insurance  carrier.  This  form  must  be  sent  within  five 
days  of  the  fifth  missed  work  day  (not  including  Sun- 
days  and   legal   holidays) . 

STEP  2 

Once   the   insurer   receives   notice   of   injury  through 
Form  101,   they  have  14  days  to  pay  benefits  or  notify 
the  employee  and  the  DIA  that  they  are  contesting  the 
claim.   The  insurance  company  could  also  begin  paying 
on  a  claim,    for  up  to  60  days,   during  which  they  can 
stop  or  modify  the  payments.   After  the   60  day  period 
has  passed  the  insurer  can  stop  or  reduce  payment  only 
for  reasons  specified  by  the  workers'   compensation  act 
and   regulations.    If  the   insurer  contests   the  claim, 
or  stops  or  reduces  payments  once  they  have  started, 
then   the   employee   can   file   an      Employee   Claim  Form 
(Form   110),    to   get   a   proceeding  scheduled. 

STEP  3 

The  first  proceeding  scheduled 
tion,  which  is  held  within  a 
being   received  by   the  DIA. 


is  an  informal  concilia- 
few  weeks  of  the  claim 
At    the    conciliation  an 


attempt  is  made  to  settle  the  issues  in  dispute.  If 
an  agreement  is  not  reached  the  claim  is  referred  to 
the   Division   of   Dispute  Resolution. 

STEP  4 

Dispute  Resolution  is  the  formal  adjudicator  process, 
where  claims  are  scheduled  for  conference  or  hearing 
before  Administrative  Judges.  The  first  step  in  Dispute 
Resolution  is  to  hold  an  informal  conference.  The  in- 
surer and  the  employee  must  be  present  at  the  con- 
ference. The  judge  may  issue  a  temporary  order  at  this 
stage.  If  both  sides  accept  the  order,  the  case 
proceeds  no  further.  If  the  order  is  unacceptable  to 
any  side,  the  case  may  be  appealed  by  either  side, 
and   it   proceeds   to   the   hearing  stage. 

STEP  5 

At  a  full  hearing  an  Administrative  Judge  considers 
all  the  evidence.  Rules  of  evidence  now  apply,  and 
witnesses  can  be  subpoenaed.  After  reviewing  all  the 
information  available,  the  judge  will  then  issue  a 
written  decision.  If  either  party  to  the  case  is 
dissatisfied  with  the  ruling,  they  may  file  an  appeal 
to    the   Review  Board. 

STEP  6 

Any  aggrieved  party  can  institute  an  appeal  process 
within  thirty  days  of  the  date  the  decision  was  filed. 
The  Review  Board  must  consider  whether  further  factual 
findings  consistent  with  the  Administrative  Judge's 
credibility  findings  should  be  made.  In  FY89  the 
Review  Board  initiated  pre-hearing  conferences  before 
a  single  administrative  law  judge.  The  rules  now 
expressly  permits  such  a  proceeding  for  the  purpose 
of  narrowing  the  issues  and  determining  whether  oral 
argument   before   the   full   Review  Board   is  necessary. 

STEP  7 

The  Review  Board  will  issue  a  decision.  Cases  still 
disputed  must  be  appealed  to  the  Massachusetts  Court 


of  Appeals,  and  from  there  to  the  Supreme  Judicial 
Court . 

VOCATIONAL  REHABILITATION 
COUNSELING     AND  SERVICES 

The  office  of  Education  and  Vocational  Rehabilitation  is 
responsible  for  contacting  and  meeting  with  all  injured  employees 
who  it  believes  require  rehabilitation  services  in  order  to 
return  to  suitable  employment.  Although  it  is  not  mandatory  for 
an  employee  to  accept  rehabilitation  services,  refusal  to  meet 
with  the  office  results  in  the  loss  of  compensation  during  the 
period  of  refusal. 

Vocational  Rehabilitation  Services  are  non-medical  services 
that     may    be    needed    to     restore    the     employee    to  suitable 
employment  at  a  salary  as  close  as  possible  to  what  they  earned 
before  their  injury. 

Vocational  Rehabilitation  Services  are  designed  to  help 
the   employee    (in   order   of   priority) : 

1.  Return   to    their    old  job. 

2.  Return   to   their    old    job   with   modifications    in  either 
equipment,    working   hours   or   working  conditions. 

3.  Find  a  new  job  with  the  old  employer  or  with  a  different 
employer . 

4.  Retrain    the    employee    for   a    new  job. 

The  benefits  to  the  employer  for  returning  an  employee 
back  to  work,  whether  it  is  on  light  duty  or  through  modifications 
in  the  workplace,  or  hours,  would  be  realized  through  a 
reduction   of   the   employer's    insurance   compensation  rates. 

Chapter    533    of    the   Acts    of    1983,    prohibits    an  employer 
in    Massachusetts    from    firing,     refusing    to    hire    or  rehire, 
refusing  to  promote  or  otherwise  discriminate  against  a  qualified 
handicapped  person   on   account   of   that   person's  handicap. 


The  OEVR  encourages  voluntary  development  of  such  programs 
between  the  parties  regarding  rehabilitation.  The  vocational 
rehabilitation  provider  may  contact  the  employer  for  information 
on  the  employee  to  help  in  writing  the  rehabilitation  program. 
The  cooperation  of  the  employer  in  the  collection  of  this 
information  will  lead  to  a  smoother  process  for  all  parties 
involved . 

HINTS     ON    MANAGING     YOUR  INJURIES 

*  MANAGE  the  injury.  Don't  just  REACT  to  it.  To  do  this  you 
will  need  the  commitment  of  top  management  and  the  involvement 
of  operating  management. 

*  No  matter  how  small  your  company,  establish  a  FORMAL 
written  step  by  step  set  of  instructions  on  how  you  and  your 
staff  handle  the  report  to  you  by  an  employee  of  a  alleged 
work   related  injury. 

These  procedures  could  include:  A  checklist  of  the  steps  and 
the  actual  reports  that  you  must  file  with  your  insurance 
carrier  and  with  this  Department  and  WHEN  you  must  file  them 
with  your  insurance  carrier  and  with  the  Department;  Designate 
one  person  or  a  team  of  people  to  investigate  and  review  all 
accidents  in  your  company.  The  establishment  of  central  file 
of  each  injury  reported  to  you;  A  detailed  accident  investigation 
procedure   with   statements   by   witnesses   and  supervisors. 

*  Work  on  reducing  accident  frequency  by  developing  and 
enforcing  sound  safety  policies.  The  difference  is  in  the 
concept  of  accident  investigation  and  prevention  versus  just 
reporting  the  accident  and  watching  your  insurance  premiums 
grow   and  grow. 

*  Develop  an  effective  working  relationship  with  your  insurance 
carrier.   Know  when  they  have  paid  a  claim.   The  actual  number 
of   days   and   the   amount   that   they   have   paid   on   your  policy. 
Understand    the    insurance    carrier's    role    and    motivation  in 
paying   your   claims    against    your  policy. 


Explore    the    role    in    your    company    of    alternative  duty 
assignments . 

QUESTIONS     AND  ANSWERS 

Q:       IN   FIGURING   OUT   WHEN   TO   FILE   A   FORM   101,    WHAT   COUNTS  AS 
A    LOST    WORK   DAY?    WHAT    ABOUT    HOLIDAYS    AND  WEEKENDS? 

A:  If  an  employee  misses  four  or  more  hours  of  work  that  day 
is  considered  a  lost  work  day.  Holidays  and  weekends  are 
counted  only  if  the  employee  normally  worked  those  days. 
Holidays  and  Sundays  are  not  counted  in  the  five  days  an 
employer  has  to  file  the  report  following  the  fifth  missed 
work  day. 

Q:      WHERE    DO    I    GET    THE    FORMS    I    NEED    TO    FILE    THESE  REPORTS? 

A:      DIA   forms    can   be    obtained   either    from   your  insurance 
company   or    from   the   DIA.    You    should   ensure    that  your 
company   has    an   adequate   supply   on   hand   at    your  place 
of   business;    it    may   be    too    late    to    get    the    forms  once 
an   accident   takes  place. 

Q:       I    AM    STARTING   A   BUSINESS   AND   NEED   WORKERS'  COMPENSATION 
INSURANCE.    WHAT    DO    I  DO? 

A:      You   can   obtain   insurance   through  any   insurance   agent  or 
broker  who  handles  business  insurance,   or  through  a  direct 
writer   of   insurance,    or   through   the    Insurance  Rating 
Bureau,     (617)  439-9030. 


Q:  I  OWN  A  SMALL  BUSINESS. 
IS  MY  WIFE  (OR  SON,  OR 
COMPENSATION  INSURANCE? 


THE  ONLY  PERSON  WORKING  WITH  ME 
BROTHER)  .    DO    I    NEED  WORKERS' 


A: 


Yes,  family  members  must 
tion  insurance,  even  if 
the  company. 


be  covered  by  workers '  corapensa- 
they   are   the   only   employees  of 


Q:       I  AM  AN  EMPLOYER,    AND   I   HAVE  A  QUESTION  ABOUT  THE  EXPERI- 
ENCE  MODIFICATION   FOR   MY  BUSINESS. 


A:      Call   the   Insurance   Rating  Bureau,     (617)  439-9030. 

Q:       I    AM   AN    EMPLOYER;    WHO    CAN   ANSWER   A    QUESTION    ABOUT  THE 
ASSESSMENT   ON   MY   WORKERS    COMPENSATION  INSURANCE? 

A:  Call  the  office  of  Administration  and  Data  Processing,  at 
the  Department  of  Industrial  Accidents  (617)  727-4900  x232 
or  x354. 

Q:  AFTER  MY  EMPLOYEE  HAS  BEEN  INJURED  ON  THE  JOB  HOW  LONG 
DOES    THE    INSURANCE    COMPANY    HAVE    TO  RESPOND? 

A:  When  an  employee  has  missed  five  scheduled  work  days  due 
to  an  injury  on  the  job,  the  employer  would  then  file  a 
first  report  of  accident  with  the  insurance  company  and 
the  Department  of  Industrial  Accidents.  The  insurance 
company  then  has  fourteen  days  to  mail  a  check  or,  if  they 
intend  to  contest  the  claim,  to  send  a  certified  letter 
denying  compensation. 

Q:      DO    EMPLOYEES    GET    A    COST    OF    LIVING    ADJUSTMENT    ON  THEIR 
BENEFITS? 

A:  Workers  are  eligible  for  a  COLA  increase  if  they  are 
collecting  benefits  under  Sec.  34A  (total  and  permanent 
disability) ,  and  their  date  of  injury  is  twenty-four 
months  or  more  previously.  If  they  are  collecting  under 
Sec.  35  (partial  disability),  they  may  be  eligible.  They 
are  not  eligible  if  they  are  collecting  under  Sec.  34 
(temporary  total  disability) .  Increases  in  benefits  should 
be  automatically  paid  out  to  those  who  qualify.  The 
amount  of  the  increase  is  determined  annually  by  the 
Director  of  Administration  in  the  Department.  The  increases 
are  paid  up  to  the  point  where  benefits  being  paid  under 
federal  social  security  would  be  reduced.  Persons  collecting 
under  Sec.  31  (survivors'  benefits)  are  also  eligible  for 
a    cost    of    living  increase. 


Q:  I  NEED  TO  REPLACE  AN  EMPLOYEE  WHO  WAS  INJURED  AND  IS 
COLLECTING  WORKERS'  COMPENSATION;  DO  I  HAVE  TO  HOLD  THEIR 
JOB    OPEN    FOR  THEM? 

A:  Unless  their  union  contract,  or  the  individual's  contract 
of  hire,  prohibits  it,  an  employer  is  not  required  to  hold 
an  injured  worker's  job  open  while  they  are  unable  to  work 
due  to  an  industrial  accident.  But,  Sec.  75  of  the 
workers'  compensation  law  does  require  employers  to  give 
preferential  treatment  in  the  rehiring  of  injured  workers 
when   they   are    ready   to    return   to  work. 

Q:  WHAT  MUST  EMPLOYERS  DO  TO  MAKE  SURE  THAT  EMPLOYEES  ARE 
AWARE  ABOUT  INSURANCE  COVERAGE  OR /AND  OTHER  REALTED  INFORMA- 
TION? 

A:      All   employers   must   post   a  NOTICE  TO  EMPLOYEES  on   a  bul- 
letin  board,       or   in   a   suitable      public      area   on  their 
premises.         The    notice,    which    is    available    at    all  DIA 
offices,    and   is   included  in  this  brochure,    must  be  com- 
pleted  in    full,    indicating   the    insurance   carrier,  the 
address,   policy  number,    and  a  contact  person  to  whom  in- 
juries or  incidents  should  be  reported.  All  this  is  public 
information,    and  must   be   made    readily   available   to  any 
person   who   needs    it . 

Q:  AS  AN  EMPLOYER,  WHAT  RIGHTS  DO  I  HAVE  DURING  THE  CLAIM 
PROCESS? 

A:  As  an  employer,  you  pay,  through  assessment  and  premiums, 
for  workers'  compensation  coverage.  While  the  insurer  is 
legally  the  interested  party  during  claims  proceedings. 
The  employer  will  receive  notice  of  a  hearing,  a  lump  sum 
conference  or  a  proceeding  involving  employer  misconduct 
(Sec.  28)  .  The  employer  is  required  to  attend  only  the 
Sec.  28  proceeding.  Should  the  employer  have  any  pertinent 
information  relating  to  any  claim,  they  should  inform  the 
insurer.  Employers  may  attend  conference  or  hearing  pro- 
ceedings, however  they  may  not  participate  unless  they  are 
called  forth  as  witnesses.  For  this  purpose,  all  employers 
are  encouraged  to  maintain  well  documented  records  of 
all   accidents,    reports,    including  names   of  witnesses. 


FOR^01  Stje  (Commonuicaltli  of  iMaaHacljuBetts 

DEPARTMENT  OF  INDUSTRIAL  ACCIDENTS  -  Department  101 
600  Washington  Street  -  7th  Floor,  Boston,  Massachusetts  02111 
EMPLOYER'S  FIRST  REPORT  OF  INJURY 

Do  Not  File  This  Form  Unless  An  Injury 
Has  Resulted  in  5  Or  More  Lost  Work  Days 

INSTRUCTIONS  AND  CODES  ARE  ON  THE  REVERSE  SIDE.   PLEASE  PRINT  OR  TYPE: 


DIA  NO: 


FOR  OFFICE  USE  ONLY 


1 .  Employee  Name  (  Last,  First,  Ml ) 

2.  Home  Telephone 
(       )  — 

3.  Social  Security  Number  * 

E 
M 
P 
L 

: 

4  Home  Address  (No.  &  Street.  City,  State.  Zip  Code) 

5.  Marital  Status 
EH  Single 
L~Z!  Married 

6.  No.  of  Dependents 

Y 
E 
E 

7.  Date  of  Hire  (MM/DD/YY) 

/  / 

8.  Date  of  Birth  (MM/DD/YY) 

/  / 

9.  Sex 
LH  Male     CU  Female 

10.  Hourly  Wage 

1 1 .  Piece  or  Hourly  Worker? 
EH  Piece      O  Hourly 

12.  Hours  Worked  Per  Day 

13.  Days  Worked  Per  Week 

14.  Avg.  52-Week  Wage:  S 
CH  Estimated  or  EH  Actual 

15.  Employer  Name 


19.  Employer  Address  (No.  &  Street,  City.  State,  Zip  Code) 


16.  Self-Insured? 

17.  Self-Insurer  No 


22.  Workers'  Compensation  Insurance  Carrier:  Name  and  Address  of  Branch  Res 


23.  Workers'  Compensation  Policy  Number 


25.  Date  of  Injury  (MM/DD/YY) 

/  / 


26.  Time  of  Inju 

Da.m.  Dp.m 


27.  If  Injured  Has  Died.  Enter  Date  of  Death  (MM/DD/YY) 
/  / 


28.  Address  Where  Injury  Occurred  (If  Different  From  #19  Above) 


29.  On  Employer's  Premises? 
□  Yes  Dno 


30.  Employer  Location  Code 


31.  Did  Employee  Lose  More  Than  4  Hours  of  Work  on  Date  of  Injury? 
□  Yes  Ono 


32.  Has  Employee  Lost  5  Days  of  Work?  CH  Yes  EH  No 
(If  "No".  DO  NOT  file  this  form.) 


33.  First  Lost  Work  Day  (MM/DD/YY)     /  / 


34.  Fifth  Lost  Work  Day  (MM/DD/YY)     /  / 


35.  Source  of  Injury  or  Illness  (e.g..  Machine.  Tool,  Substance,  etc.) 


36.  Regular  Occupation 


37.  Regular  Occupation  When  Injured? 
 DYes  Dno  


38.  To  Whom  Was  Injury  or  Illness  Reported? 


39.  Date  Reported  (MM/DD/YY) 

/  / 


40.  Nature  of  Injury(ies)  or  Illness  (Burn,  Fracture,  Cut,  etc.) 


41.  Nature  of  Injury  or  Illness  Code(s) 
(See  Back  of  Form)  


42.  Injured  Body  Part(s)  Description  (Arm.  Leg.  Back,  etc.) 


43.  Body  Part  Code(s) 
(See  Back  of  Form) 


44.  Physician  Name  and  Address 


45.  Hospital  Name  and  Address 


46.  Describe  How  Injury  or  Illness  Occurred  (e.g..  Struck  by          Fell  from          Exposed  to  ). 


47.  If  Employee  Has  Returned  to  Work, 

Date  of  Return  (MM/DD/YY)     /  / 


48.  Returned  to  Regular  Occupation? 
□  Yes  Dno 


49.  Preparer's  Name  (Please  Print  Or  Type) 

50.  Title 

51.  Preparer's  Signature 

52.  Date  Prepared  (MM/DD/YY) 

/  / 

Disclosing  Social  Security  Number  is  voluntary.  It  will  be  used  to  coordinate  all  filings  with  the  Department  of  Industrial  Accidents  and  to  process  your  report. 


FILING  INSTRUCTIONS 


1.  PURPOSE:  To  report  all  alleged  injuries  resulting  in  5  or  more  lost  work  days  or  death  of  Employee.  This  form  is  not  an  admission  or  denial  by  the  Employer  as  to  whether  the 

Employee's  alleged  injury  was  compensable. 

2.  WHEN  TO  FILE:  This  form  must  be  filed  within  5  days  (not  including  Sundays  and  holidays)  of  knowledge  of  any  alleged  injury  from  any  source  that  results  in  5  lost  work  days.  This 
form  should  not  be  filed  until  5  days  of  work  have  been  lost.  This  form  must  be  filed  even  thougn  the  Employer  may  believe  that  the  Employee  is  not  injured  or  that  an  injury  is  not  work 

related. 

3.  WHERE  TO  FILE:  The  original  form  should  be  mailed  to  the  Department  of  Industrial  Accidents  at  the  address  shown  on  the  front  of  the  form.  Copies  must  also  be  provided  to  the 
Employee  and  the  Employer's  Workers'  Compensation  Insurer. 

4.  PENALTIES'  Each  failure  to  file  this  form  when  required  is  punishable  by  a  fine  of  S100.00. 


EMPLOYEE'S  RIGHTS 


IF  YOU  BELIEVE  BENEFITS  ARE  DUE  YOU  UNDER  THE  WORKERS'  COMPENSATION  LAW.  YOU  HAVE  A  RIGHT  TO  FILE  A  CLAIM  WITH  THE  DEPARTMENT  OF  INDUSTRIAL 
ACCIDENTS.  FOR  FURTHER  INFORMATION  CALL   1-(800)  323-3249    "9  A.M.  to  5  P.M.,  M  -  F". 


INDUSTRY  CODES 


Agriculture.  Forestry,  and  Fishing 

01  Agricultural  Production-Crops 

02  Agricultural  Production-Livestock 

07  Agricultural  Services 

08  Forestry 

09  Fishing,  Hunting,  and  Trapping 

Mining 

10  Metal  Mining 

12  Coal  Mining 

13  Oil  and  Gas  Extraction 

14  NonmetalNc  Minerals,  Except  Fuels 
Construction 

15  General  Building  Contractors 

16  Heavy  Construction,  Ex.  Building 

17  Special  Trade  Contractors 
Manufacturing 

20  Food  and  Kindred  Products 

21  Tobacco  Products 

22  Textile  Mill  Products 

23  Apparel  and  Other  Textile  Products 

24  Lumber  and  Wood  Products 

25  Furniture  and  Fixtures 

26  PaDer  and  Allied  Products 

27  Printing  and  Publishing 


28  Chemicals  and  Allied  Products 

29  Petroleum  and  Coal  Products 

30  Rubber  and  Misc.  Plastics  Products 

31  Leather  and  Leather  Products 

32  Stone.  Clay,  and  Glass  Products 

33  Primary  Metal  Industries 

34  Fabricated  Metal  Products 

35  Industrial  Machinery  and  Equipment 

36  Electronic  and  Other  Electric  Equipment 

37  Transportation  Equipment 

38  Instruments  and  Related  Products 

39  Miscellaneous  Manufacturing  Industries 

Transportation  and  Public  Utilities 

40  Railroad  Transportation 

41  Local  and  Interurban  Passenger  Transit 

42  Trucking  and  Warehousing 

43  U.S.  Postal  Service 

44  Water  Transportation 

45  Transportation  by  Air 

46  Pipelines,  Except  Natural  Gas 

47  Transportation  Services 

48  Communications 

49  Electric,  Gas,  and  Sanitary  Services 


Wholesale  Trade 


50 
51 


Wholesale  Trade-Durable  Goods 
Wholesale  Trade-Nondurable  Goods 


Retail  Trade 

52  Building  Materials  and  Garden  Supplies 

53  General  Merchandise  Stores 

54  Food  Stores 

55  Automotive  Dealers  and  Service  Stations 

56  Apparel  and  Accessory  Stores 

57  Furniture  and  Homefurnishing  Stores 

58  Eating  and  Drinking  Places 

59  Miscellaneous  Retail 

Finance.  Insurance,  and  Real  Estate 

60  Depository  Institutions 

61  Nondepository  Institutions 

62  Security  and  Commodity  Brokers 

63  Insurance  Carriers 

64  Insurance  Agents,  Brokers,  and  Service 

65  Real  Estate 

67  Holding  and  Other  Investment  Offices 

Services 
70 
72 


Hotels  and  Other  Lodging  Places 
Personal  Services 


73  Business  Services 

75  Auto  Repair,  Services,  and  Parking 

76  Miscellaneous  Repair  Services 

78  Motion  Pictures 

79  Amusement  and  Recreation  Services 

80  Health  Services 

81  Legal  Services 

82  Educational  Services 

83  Social  Services 

84  Museums.  Botanical,  Zoological  Gardens 

86  Membership  Organizations 

87  Engineering  and  Management  Services 

88  Private  Households 

89  Services.  NEC 

Public  Administration 

91  Executive,  Legislative,  and  General 

92  Justice,  Public  Order,  and  Safety 

93  Finance,  Taxation,  and  Monetary  Policy 

94  Administration  of  Human  Resources 

95  Environmental  Quality  and  Housing 

96  Administration  of  Economic  Programs 

97  National  Security  and  International  Affairs 

Nonclassidable  Establishments 

99  Nonclassidable  Establishments 


NATURE   OF   INJURY   OR   ILLNESS  CODES 


33 


100  Amputation  or  Enucleation  159 

110  Asphyxia.  Strangulation.  Etc. 

120  Burn  (Heat) 

130  Burn  (Chemical) 

140  Concussion 

160  Contusion. Crushing. Bruise 

170  Cut.  Laceration,  Puncture 

190  Dislocation 

200  Electric  Shock,  Electrocution 

210  Fracture 

250  Hernia.  Ruoture 

300  Scratches.  Abrasions 

310  Spurns.  Strains 

400  Multiple  ln|unes 

900  No  Inmry 

950  Damace  to  Prosthetic  Devices 

995  Othe' Injury.  NES  " 

999  Non-classifiable 

Infective  or  Parasitic  Disease 

150  Infective  or  Parasitic  Disease,  UNS' 

151  Amebiasis 

152  Anthrax 

153  Brucellosis  280 

154  Conjunctivitis  and  Ophthalmia  281 

156  Tetanus  282 

157  Tube'culosis  283 


Other  Infective  or  Parasitic  Disease 
Dermatitis 


Dermatitis,  UNS' 
Primary  Infections  of  the  Skin 
Other  Skin  Conditions 
Dermatitis,  Allergenic  or  Contact 
Skin  Condition.NEC  " 
Poisoning.  Systemic 
Poisoning.  Systemic.  UNS ' 
Due  to  Toxic  Materials 

Diseases  of  the  Blood  and  Blood  Forming  Organs 
Upper  Respiratory  Conditions 
Influenza.  Pneumonia,  Etc. 
Other  Diseases  of  the  Gastro-lntestinal  Tract 
279  Other  Toxic  Effects  of  One  System  Only 
Respiratory  System.  Conditions  of 
Respiratory  System.  Conditions  of.  UNS  ' 
Upper  Respiratory 
Asthma.  Influenza.  Pneumonia 
Pneumoconiosis 
Pneumoconiosis 
Alummosis 
Anthracosis 
Asbestosis 


35 


270 
271 
272 
273 
274 
276 


570 
571 
572 


284  Byssinosis 

285  Siderosis 

286  Silicosis 

287  Other  Pneumoconioses 

289  Pneumoconioses  with  Tuberculosis 
Nervous  System.  Conditions  of 

560  Nervous  System.  Conditions  of.  UNS  ' 

561  Diseases  of  the  Central  Nervous  System 

562  Diseases  of  the  Nerves  and 
Peripheral  Ganglia 
Neoplasm.  Tumor 

550  Neoplasm.  Tumor,  UNS  ' 

551  Malignant 

552  Benign 
Radiation  Effects 

290  Radiation  Effects.  UNS' 

291  Non-Ionizing  Radiation 

292  Microwave 

293  Ionizing  Radiation — X-ray 

294  Ionizing  Radiation-Isotopes 

295  Welder's  Flash 
Other 

265  Carpal  Tunnel  Syndrome 


510  Cerebrovascular  and  other  Conditions 

of  the  Circulatory  System 

520  Complications  Peculiar  to  Medical  Care 

500  Effects  of  Changes  in 

Atmospheric  Pressure 

240  Effects  of  Environmental  Heat 

220  Effects  of  Exposure  to 

Low  Temperatures 

530  Eye.  other  Diseases  of  the  Eye 

230  Hearing  Loss  or  Impairment 

991  Heart  Condition.  Includes  Heart  Attack 

320  Hemorrhoids 

330  Hepatitis,  Serum  and  Infective 

275  Hepatitis,  Toxic 

260  Inflammation  of  Joints.  Etc. 

540  Mental  Disorders 

900  No  Illness 

999  Non-classifiable 

990  Occupational  Disease.  NEC  " 

580  Symptoms  and  Ill-defined  Conditions 


BODY   PART   AFFECTED  CODES 


Head 

100  Head.  UNS* 

110  Brain 

120  Ear(s).  UNS' 

121  Ear(s).  External 
124  Ear(s).  Internal 
130  Eve(s) 

140  Face.  UNS' 

141  Jaw.  Cnin 

144  Mouth  &  Throat  (vocal  cords,  larynx) 

146  Nose 

148  Face.Multiple  Parts 

149  Face,  NEC" 

150  Scalp 


160  Skull 

198  Head,  Multiple 

200  Neck  &  Cervical  Vertebrae 

UPPER  EXTREMITIES 

300  Upper  Extremities.  UNS' 

310  Armls),  UNS' 

311  Upper  Arm(s) 
313  Elbow(s) 
315  Forearm(s) 

318  Arm(s),  Multiple 

319  Arm(s),  NEC" 

320  Wrist(s) 

330  Hand(s)  Not  Wrist  or  Fingers 


340  Finger(s) 

398  Upper  Extremities,  Multiple 

400  Trunk,  UNS' 

410  Abdpmen... Internal  Organs. 

Inguinal  Hernia 
420  8ack 

430  Chest.. .Ribs,  Breastbone, 

Internal  Organs 
440  Hip(s)... Pelvis,  Organs,  and  Buttocks 
450  Shoulder(s) 
498  Trunk.  Multiple 
LOWER  EXTREMITIES 
500  Lpwer,  Extremities,  UNS' 

510  Leg(s),  UNS' 

511  Thigh(s)  


513  Knee(s) 
515  Lower  Leg(s) 
518  Leg(s),  Multiple 
Leg  s),  NEC" 
Ankle's) 

Foot  or  Feet...Not  Ankle  or  Toes 
Toeis) 

Lower  Extremities.  Multiple 
MULTIPLE  PARTS 
Applies  wnen  more  than  one  ma|or 
body  part  has  been  affected 
such  as  an  arm  and  a  leg. 
NONCLASSIFIABLE 
Insufficient  information  to  identify 
part  of  body  affected.  Includes 
damage  to  prosthetic  devices. 


519 
520 
530 
540 
598 
700 


999 


'UNS-UNSPECIFIED 


"NEC-NOT  ELSEWHERE  CLASSIFIED 


EMPLOYER'S  QUARTERLY  REPORT  OF  INJURIES 


FILING  INSTRUCTIONS 


1.  PURPOSE:  To  report  all  injuries  which  result  in  at  least  1  lost  work  day  but  less  than  5  lost  work  days. 

2.  WHEN  TO  FILE:   This  form  must  be  filed  within  30  days  after  the  last  day  of  each  calendar  year  quarter.  The  calendar  year  quarters  end  on  March  31st.  June  30th.  September 
30th  and  December  31st.  Do  not  file  this  form  if  an  injury  or  illness  has  resulted  in  5  or  more  lost  work  days  or  death  of  the  employee.  In  such  a  cases  use  the  Employer's  First 

Report  of  Injury  Form  (#101). 

3.  WHERE  TO  FILE:   The  original  form  should  be  mailed  to  the  Department  of  Industrial  Accidents  at  the  address  shown  on  the  front  of  the  form. 

4.  PENALTIES:   Each  failure  to  file  a  Quarterly  Report  is  punishable  by  a  fine  of  $100.00. 


INDUSTRY  CODES 


Agriculture,  Forestry,  and  Fishing 

01  Agricultural  Production-Crops 

02  Agricultural  Production-Livestock 

07  Agricultural  Services 

08  Forestry 

09  Fishing,  Hunting,  and  Trapping 
Mining 

10  Metal  Mining 

12  Coal  Mining 

13  Oil  and  Gas  Extraction 

14  Nonmetallic  Minerals,  Except  Fuels 

Construction 

15  General  Building  Contractors 

16  Heavy  Construction,  Ex.  Building 

17  Special  Trade  Contractors 

Manufacturing 

20  Food  and  Kindred  Products 

21  Tobacco  Products 

22  Textile  Mill  Products 

23  Apparel  and  Other  Textile  Products 

24  Lumber  and  Wood  Products 

25  Furniture  and  Fixtures 

26  Paper  and  Allied  Products 

27  Printing  and  Publishing 


28  Chemicals  and  Allied  Products 

29  Petroleum  and  Coal  Products 

30  Rubber  and  Misc.  Plastics  Products 

31  Leather  and  Leather  Products 

32  Stone,  Clay,  and  Glass  Products 

33  Primary  Metal  Industries 

34  Fabricated  Metal  Products 

35  Industrial  Machinery  and  Equipment 

36  Electronic  and  Other  Electric  Equipment 

37  Transportation  Equipment 

38  Instruments  and  Related  Products 

39  Miscellaneous  Manufacturing  Industries 


Wholesale  Trade 

50  Wholesale  Trade-Durable  Goods 

51  Wholesale  Trade-Nondurable  Goods 

Retail  Trade 

52  Building  Materials  and  Garden  Supplies 

53  General  Merchandise  Stores 

54  Food  Stores 

55  Automotive  Dealers  and  Service  Stations 

56  Apparel  and  Accessory  Stores 

57  Furniture  and  Homefurnishmg  Stores 

58  Eating  and  Drinking  Places 

59  Miscellaneous  Retail 


73  Business  Services 

75  Auto  Repair,  Services,  and  Parking 

76  Miscellaneous  Repair  Services 

78  Motion  Pictures 

79  Amusement  and  Recreation  Services 

80  Health  Services 

81  Legal  Services 

82  Educational  Services 

83  Social  Services 

84  Museums,  Botanical.  Zoological  Gardens 

86  Membership  Organizations 

87  Engineering  and  Management  Services 

88  Private  Households 


Transportation  and  Public  Utilities 

Finance.  Insurance,  and  Real  Estate 

89 

Services.  NEC 

40 

Railroad  Transportation 

60 

Depository  Institutions 

Public  Administration 

41 

Local  and  Interurban  Passenger  Transit 

61 

Nondepository  Institutions 

91 

Executive.  Legislative,  and  General 

42 

Trucking  and  Warehousing 

62 

Security  and  Commodity  Brokers 

92 

Justice,  Public  Order,  and  Safety 

43 

U.S.  Postal  Service 

63 

Insurance  Carriers 

93 

Finance,  Taxation,  and  Monetary  Policy 

44 

Water  Transportation 

64 

Insurance  Agents,  Brokers,  and  Service 

94 

Administration  of  Human  Resources 

45 

Transportation  by  Air 

65 

Real  Estate 

95 

Environmental  Quality  and  Housing 

46 

Pipelines,  Except  Natural  Gas 

67 

Holding  and  Other  Investment  Offices 

96 

Administration  of  Economic  Programs 

47 

Transportation  Services 

Services 

97 

National  Security  and  International  Affairs 

48 

Communications 

70 

Hotels  and  Other  Lodging  Places 

Nonclassifiable  Establishments 

49 

Electric,  Gas.  and  Sanitary  Services 

72 

Personal  Services 

99 

Nonclassifiable  Establishments 

NATURE   OF   INJURY   OR   ILLNESS  CODES 


100  Amputation  or  Enucleation  159 

110  Asphyxia,  Strangulation,  Etc. 

120  Burn  (Heat)  180 

130  Burn  (Chemical) 

140  Concussion 

160  Contusion, Crushing, Bruise 

170  Cut.  Laceration,  Puncture 

190  Dislocation 

200  Electric  Shock,  Electrocution 

210  Fracture 

250  Hernia.  Rupture 

300  Scratches,  Abrasions 

310  Sprains.  Strains 

400  Multiple  Injuries 

900  No  Injury 

950  Damage  to  Prosthetic  Devices 

995  Other  Injury.  NES '* 

999  Non-classifiable 

Infective  or  Parasitic  Disease 

150  Infective  or  Parasitic  Disease,  UNS' 

151  Amebiasis 

152  Anthrax 

153  Brucellosis  280 

154  Conjunctivitis  and  Ophthalmia  281 

156  Tetanus  282 

157  Tuberculosis  283 


Other  Infective  or  Parasitic  Disease 
Dermatitis 
Dermatitis.  UNS' 
Primary  Infections  of  the  Skin 
Other  Skin  Conditions 
Dermatitis.  Allergenic  or  Contact 
Skin  Condition, NEC  " 
Poisoning,  Systemic 
Poisoning,  Systemic,  UNS ' 
Due  to  Toxic  Materials 

Diseases  of  the  Blood  and  Blood  Forming  Organs 
Upper  Respiratory  Conditions 
Influenza.  Pneumonia,  Etc. 
Other  Diseases  of  the  Gastro-lntestinal  Tract 
279  Other  Toxic  Effects  of  One  System  Only 
Respiratory  System.  Conditions  of 
Respiratory  System.  Conditions  of,  UNS  ' 
Upper  Respiratory 
Asthma.  Influenza,  Pneumonia 
Pneumoconiosis 
Pneumoconiosis 
Aluminosis 
Anthracosis 
Asbestosis 


163 


:c5 


270 
271 
272 
273 
274 
276 


570 
571 
572 


284  Byssinosis 

285  Siderosis 

286  Silicosis 

287  Other  Pneumoconioses 

289  Pneumoconioses  with  Tuberculosis 
Nervous  System,  Conditions  of 

560  Nervous  System.  Conditions  of,  UNS  ' 

561  Diseases  of  the  Central  Nervous  System 

562  Diseases  of  the  Nerves  and 
Peripheral  Ganglia 
Neoplasm.  Tumor 

550  Neoplasm,  Tumor,  UNS  ' 

551  Malignant 

552  Benign 
Radiation  Effects 

290  Radiation  Effects,  UNS' 

291  Non-Ionizing  Radiation 

292  Microwave 

293  Ionizing  Radiation— X-ray 

294  Ionizing  Radiation— Isotopes 

295  Welder's  Flash 
Other 

265  Carpal  Tunnel  Syndrome 


510  Cerebrovascular  and  other  Conditions 

of  the  Circulatory  System 

520  Complications  Peculiar  to  Medical  Care 

500  Effects  of  Changes  in 

Atmospheric  Pressure 

240  Effects  of  Environmental  Heat 

220  Effects  of  Exposure  to 

Low  Temperatures 

530  Eye,  other  Diseases  of  the  Eye 

230  Hearing  Loss  or  Impairment 

991  Heart  Condition.  Includes  Heart  Attack 

320  Hemorrhoids 

330  Hepatitis.  Serum  and  Infective 

275  Hepatitis.  Toxic 

260  Inflammation  of  Joints.  Etc. 

540  Mental  Disorders 

900  No  Illness 

999  Non-classifiable 

990  Occupational  Disease.  NEC  1 ' 

580  Symptoms  and  Ill-defined  Conditions 


BODY   PART   AFFECTED  CODES 


Head 

100  Head.  UNS* 

110  Brain 

120  Ear(s),  UNS* 

121  Ear(s),  External 
124  Ear(s),  Internal 
130  Eye(s) 

140  Face.  UNS" 

141  Jaw.  Chin 

144  Mouth  &  Throat  (vocal  cords,  larynx) 

146  Nose 

148  Face.Multiple  Parts 

149  Face,  NEC". 

150  Scalp 


160  Skull 
198  Head.  Multiple 
200  Neck  &  Cervical  Vertebrae 
UPPER  EXTREMITIES 
300 
310 
311 
313 
315 
318 
319 
320 
330 


Upper  Extremities,  UNS' 
Arm(s),  UNS' 
Upper  Arm(s) 
Elbow(s) 
Forearm(s) 
Arm(s),  Multiple 
Arm(s),  NEC" 
Wrist(s) 

Handl'sl  Not  Wrist  or  Fingers 


340  Finger(s) 

398  Upper  Extremities.  Multiple 

400  Trunk.  UNS' 

410  Abdomen. ..Internal  Organs, 

Inguinal  Hernia 
420  Back 

430  Chest.. .Ribs,  Breastbone, 

Internal  Organs 
440  Hip(s)... Pelvis.  Organs,  and  Buttocks 
450  Shoulder(s) 
498  Trunk,  Multiple 
LOWER  EXTREMITIES 
500  Lower.  Extremities,  UNS' 

510  Leg(s),  UNS' 

511  Thigh(s)   


513  Knee(s) 
515  Lower  Leg(s) 

518  Leg(s),  Multiple 

519  Leg(s),  NEC" 

520  Ankle(s) 

530  Foot  or  Feet. ..Not  Ankle  or  Toes 
540  Toe(s) 

598  Lower  Extremities.  Multiple 

700  MULTIPLE  PARTS 

Applies  when  more  than  one  major 
body  part  has  been  affected 
such  as  an  arm  and  a  leg. 
NONCLASSIFIABLE 

999  Insufficient  information  to  identify 
part  of  body  affected.  Includes 
damage  to  prosthetic  devices. 


■UNS-UNSPECIFIED 


'NEC— NOT  ELSEWHERE  CLASSIFIED 


NOTICE 
TO 

EMPLOYEES 


NOTICE 
TO 

EMPLOYEES 


The  Commonwealth  of  Massachusetts 

DEPARTMENT  OF  INDUSTRIAL  ACCIDENTS 

600  Washington  Street,  Boston,  Massachusetts  02111 

617-727-4900 

As  required  by  Massachusetts  General  Law,  Chapter  152,  Sections  21,  22  &  30,  this  will  give  you  notice 
that  I  (we)  have  provided  for  payment  to  our  injured  employees  under  the  above  mentioned  chapter  by 

insuring  with: 


CD 
C 

o 
ta 


NAME  OF  INSURANCE  COMPANY 

ADDRESS  OF  INSURANCE  COMPANY 

POLICY  NUMBER 

EFFECTIVE  DATES 

NAME  OF  INSURANCE  AGENT 

ADDRESS 

PHONE 

EMPLOYER 

ADDRESS 

EMPLOYER'S  WORKERS  COMPENSATION  OFFICER  (IF  ANY] 


DATE 


MEDICAL  TREATMENT 


The  above  named  insurer  is  required  in  cases  of  personal  injuries  arising  out  of  and  in  the  course  of 
employment  to  furnish  adequate  and  reasonable  hospital  and  medical  services  in  accordance  with  the 
provisions  of  the  Workers  Compensation  Act.  A  copy  of  the  First  Report  of  Injury  must  be  given  to  the 
injured  employee.  The  employee  may  select  his  or  her  own  physician.  The  reasonable  cost  of  the  ser- 
vices provided  by  the  treating  physician  will  be  paid  by  the  insurer,  if  the  treatment  is  necessary  and 
reasonably  connected  to  the  work  related  injury.  In  cases  requiring  hospital  attention,  employees  are 
hereby  notified  that  the  insurer  has  arranged  for  such  attention  at  the 


NAME  OF  HOSPITAL 


ADDRESS 


j  TO  BE  POSTED  BY  EMPLOYER 

i 


PLEASE  SEND  REQUEST  FORMS  TO:   PUBLIC  INFORMATION  OFFICE 

DEPARTMENT  OF  INDUSTRIAL  ACCIDENTS 
60  0  WASHINGTON  STREET,   SEVENTH  FLOOR 
BOSTON,   MA  02111 


DEPARTMENT  OF  INDUSTRIAL  ACCIDENTS 


ORDER  FORMS-PRESCRIBED  FORMS 


FORM  #         FORM  NAME  AMOUNT 

to  be  mailed 


101  Employer's  First  Report  of  Injury 

102  Employer's  Quarterly  Report  of  Injuries 

103  Insurer's  Notification  of  Payment 

104  Insurer's  Notification  of 
Denial  of  Compensation 

105  Insurer's  Extension  of  Sixty  (60)  day 
Pay  Without  Prejudice  Period 

106  Insurer's    Notification  of  Termination 
or  Suspension  of  Weekly  Compensation 

107  Insurer's  Notification  of  Resumption 
or  Modification  of  Weekly  Compensation 

108  Insurer's  Request  for  Reduction,  Suspension 
or  Discontinuance  of  Compensation 

109  Notification  of  Withdrawal  from  Proceeding 

110  Employee's  Claim 


111  Employee's  Claim  for  Specific  Injury 

112  Appeal  to  Reviewing  Board 

113  Agreement  to  Compensation 

114  Notification  of  New  Participant 
or  Participant  Change 

115  Third  Party  Request  for  Reimbursement 
or  Payment  for  Services 

116  Request  for  Lump  Sum  Proceeding 

117  Average  Weekly  Wage 

119  Agreement  to  Extend  Pay-Wi thout-Pre judice 
Period  Beyond  120  Days 

120  Insurer's  Offer  to  Pay  Compensation 

121  Appeal  of  Conference  Proceeding 

122  Request  for  Section  37  or  37A  Proceeding 

123  Section  37  Agreement 

124  Legal  Representation  Form 

*  This  form  may  be  photocopied 


PLEASE  NOTE:   WE  CAN  ONLY  MAIL  SMALL  AMOUNTS: 
NO  ORDER  SHOULD  EXCEED  75  IN  TOTAL 

MAIL  TO: 

COMPANY :  

ATTN :  

STREET  SUITE/ROOM# 

CITY/TOWN  STATE   ZIP_ 

V900415 


